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N 000 Initial Comments N 000
Complaint investigation of #TN0000052983,
TN0000052263, TN0000053852, TN0O000053798, '
TN0000053404 under 42 CFR PART 483,
| Requirements for Long Term Care
Facilities.Complaint investigation was completed
| on 4/27/2021. No deficiencies were cited related
to complaint.
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